Eye Lesions as a Point of Importance in directing Suspicion to Possible Trypanosome Infection.
By C. W. DANIELS, M.B., F.R.C.P.
(Communicated and read by LESLIE PATON, F.R.C.S.)
[Mr. PATON: Some little time ago I showed, for Mr. Inman, a case of irido-cyclitis due to infection by trypanosomes. That case brought home to me, and perhaps to many others, the fact that this is a possible cause for irido-cyclitis which has not been sufficiently recognized. I asked Dr. Daniels at that time if he would look into cases of sleeping sickness and ascertain whether it was a common occurrence to find this association. Dr. Daniels has found it to be much commoner than he had supposed, and there have also been many cases in the earlier records in which eye symptoms have been noticed without special attention being called to them. The paper now sent is in response to the request I made to Dr. Daniels.]
THE importance of eye lesions as one of the diagnostic signs of infection with trypanosomes is great, as, unless suspicion be aroused, the nature of the disease is likely to be overlooked, and unless treated energetically upon specific lines, the infection terminates in the fatal stage of sleeping sickness. The earlier the disease is recognized, the greater the probability of recovery. The eye lesions vary and are not alone diagnostic, but the infections with trypanosomes are usually small, and the prolonged and repeated examinations necessary are not likely to be made unless there is ground for suspicion.
The grounds for suspicion are:
(1) Continued pyrexia, which does not yield to quinine.
(2) Enlarged glands, usually cervical.-(3) An erythematous circinate rash. Of these, the last is of most value for diagnostic purposes, and is usually, but not always, present in the early stages.
(4) Ocular symptoms (often absent throughout).
(5) Orchitis (often absent throughout).
(6) Delayed pain after deep muscular bruising (very variable). (7) Cardiac irritability and weakness. These signs may not all be present together, and in any case are not to be relied on for diagnosis; but one or more of them, especially (2) Section of Opjhthalmology and (3), and to some extent (4), are often enough to arouse suspicion, which must, however, be verified by blood examination and the finding of trypanosomes. In many points there is a similarity to syphilitic infection, and .as a positive Wassermann reaction may be obtained in some cases of trypanosome infection where the question of syphilis can be excluded, the correct diagnosis is of great importance and difficulty.
A special reason for viewing eye lesions with suspicion is that they are the first, in some cases, to induce the patient to take a medical opinion; the other signs may not attract attention, even if they are present.
To patients coming from tropical Africa, as all these do, "fever means malaria, and about this they think they know all that is to be known.
The enlarged glands are neither tender nor. painful, and their condition is not usually marked enough to attract attention.
The rash causes no irritation, is usually on a covered part of the body, and is taken for a bruise, which it sometimes resembles. The eye lesions are often painful and always noticeable.
In the subjoined list of cases of Europeans seen in England. with this disease, I am desirous for the above reasons of urging the importance of excluding trypanosomiasis as the cause of some of the eye lesions in persons from tropical Africa. I do not mean it to be inferred that this disease is the only, or even the most.important, cause of such eye lesions. On the contrary, in several persons from West Africa, with some form of iritis, keratitis, &c., I have 'not only been able to exclude trypanosomiasis, but have been able to determine the actual causation and verify this exclusion by the effect of treatment and the subsequent course. In my list I include one case of iritis that I consider to be probably due to concomitant syphilitic infection, and I have little doubt that some of the others may be due to that or to other diseases. I give the list as it is, and my readers will all be able to make such deductions as they may think advisable.
I have grouped the cases according to the part of Africa in which the disease was acquired. In the Rhodesian cases, the parasite trypanosome is specially virulent, and is probably a different species. Some consider that the parasites in some districts of Nigeria form a special species. This so far is not proved, but I give the group from all Nigeria separately. The eye lesions are essentially a toxic irido-cyclitis; with this there is a varying amount of keratitis, congestion of the periciliary ring of the sclerotic, conjunctivitis and photophobia, which may be severe or trivial. In one of the Rhodesian cases and in three of the Nigerian cases it; was the eye lesions that led the patients to seek medical advice, although other symptoms were present but not complained of. As one of these was in South Africa, another in West Africa, one in England and one in the United States of America, and in none was attention directed to the possibility of the toxic agent being trypanosomiasis, I do not consider that I am going too far in stating that the existence of this dangerous source of toxin is not yet sufficiently appreciated.
One of the Uganda cases showed a peculiar form of choroiditis discovered by Mr. Treacher Collins in 1908.
Another sign, not uncommon, in all forms of trypanosomiasis is marked cedema of one or other or both lower eyelids and beneath them. This is not associated with any lesions of the eye, nor with albuminuria, nor with cardiac disease. It may be taken for a similar cedema that is of not uncommon occurrence in another West African infection, namely, that due to Filaria loa. I doubt if the list includes all the eye lesions in our cases, as for many years these'were considered to be the result of the large doses of arsenic (as atoxyl) advocated by Koch, which in many cases led to optic atrophy and other ocular lesions. In the lower animals, and also in man, with moderate doses of this drug rapid improvement and disappearance of eye lesions result, although in lower animals (loc. cit.) the lesions recur if the treatment be discontinued.
Mr. Leslie Paton, who has kindly consented to take charge of these notes, has seen with me, and I understand has shown, at the Section of Ophthalmology of the Royal Society of Medicine, one of the cases here tabulated. It was an ordinary case, with very slight photophobia and irido-cyclitis, and nothing specially diagnostic so far as the eye was concerned, but the patient had the rash-" bruises," he called themenlarged glands and slight pyrexia. In his case, as in others, the eye trouble led him to take medical advice; suspicion was aroused, trypanosomes were found in the blood, and he has been under treatment for over fourteen months. He is himself continuing the treatment in the trenches, although there has been no recurrence of the symptoms.
DISCUSSION.
Mr. TREACHEER COLLINS: I have been surprised to hear what a large proportion of cases with eye lesions Dr. Daniels has found in trypanosomiasis. I have seen about eight cases of the disease, and in only one of them has there been any eye affection, and that was the instance alluded to in the paper-the patient who had a peculiar form of choroiditis. It is, however, very common to find eye lesions in animals which have trypanosomiasis from inoculation. I have examined pathologically a dog's eye which acquired keratitis after inoculation with trypanosomes, and I hoped to find trypanosomes in that eye. I made smear preparations of the aqueous humour, but could not find any trypanosomes in it, or in microscopical sections of the eye. That experienceis in agreement with the statement in the paper just read, that it is probably a toxtemic affection of the eye. The inflammation in the dog's eye was confined to the anterior parts-the iris, ciliary body and cornea. It was especially intense about the root of the iris, and it seemed to spread into the cornea from the periphery. A striking feature about the sections was the presence of a large amount of fibrinous coagula in the anterior chamber, with red blood corpuscles and large and small mononuclear leucocytes entangled in it. The iris also showed diffuse inflammation, but not the posterior part of the uveal tract.
Mr. LESLIE PATON (in reply): There is one point of great interest arising from the paper. Here is a protozoal infection causing irido-cyclitis.
It is known that the spirochete of syphilis is a protozoon. It also causes irido-cyclitis. The work which has been done at Moorfields by Mr. Browning shows that the blood changes in sympathetic ophthalmia are similar in nature to those found in many protozoal infections, such as malaria. This paper suggests a profitable line of research in that direction. May I remind the Section of the extremely interesting paper read at the last meeting of the Section by Mr. Fisher, on the eye lesions in pregnancy, where the probability of the toxins originating from the syncytium was indicated, and the analogy of these cells to protozoa was mentioned? Briefly, the toxins produced by animal parasites seem to have the power of producing this type of eye lesion. I mention the matter because I believe there has recently been a good deal of work done in connexion with the possibility of many cases of pyorrhcea being due to amoebic infection. An amceba has been discovered in many cases of pyorrhoea, and perhaps some cases of irido-cyclitis occurring in pyorrhoea may also prove to be amoebic. The amoebae are not easy to demonstrate, except on the warm stage.
